Summary.
Self-rating scales are finding an increasing use in psychiatric work. Not only are they widely used in research, but they provide the clinician with a score indicating the patient's psychiatric state at any one time, and these scores if repeated throughout the duration of treatment may be considered to provide a continuing measure ofthe severity ofthe illness, as does a temperature chart in a febrile illness.
Most scales could be improved by item analysis, and in this study the Wakefield
Self-Assessment of Depression Inventory, with added items, was subjected to statistical analysis. It was found that valid scales could be constructed for the measurement of anxiety and of depression in general psychiatric disorder, as well as scales for the measurement of the severity of endogenous (primary) depression and of anxiety states. In addition,the derivationof a â€˜¿ diagnostic' score was confirmed in a cross-validation study and may be found of use both in research Points concerning the selection of appropriate rating scales for particular uses have been made by Keliner (1972) , and a consideration of matters raised when self-rating scales are to be used as screening instruments has been made by Goldberg (1974) .
Although self-rating scales are now numerous, Ir.rrRoDucrzoN The use of self-rating scales in psychiatric practice and research is increasing. They possess certain inherent drawbacks, depending as they do upon the patient's literacy and ability to concentrate; they are also liable to be influenced by the patient's wish to present himself in a certain light. Other shortcomings, including â€˜¿ overall agreement set', â€˜¿ social desirability', â€˜¿ end-users versus middle users' and â€˜¿ positional bias', have been reviewed by Goldberg (1972) . In spite of these and other diffIculties, many scales have proved to be valid measures of the severity of certain psychiatric disorders, parti cularly in the field of depression. In this area self-assessment scales may be divided into those which measure the severity of the illnes* and The items selected for analysis appear in the Appendix. Future reference to these items will be by the number allotted to them therein.
Response to each item is on a four-point scale, i.e. â€˜¿ definitely' (s), â€˜¿ sometimes' (2), â€˜¿ not much' (I) and â€˜¿ not at all' (o). In order to lessen response-set, items 2, 5, 7 and i 3 were reversed so that â€˜¿ definitely' scored o and so on.
Patients were requested to complete the scale fairly quickly and on their own without the distraction of â€˜¿ assistance' from staff, friends or family. They were always instructed to answer the items to indicate how they were at the time or within the last day or two of completion. This instruction also appeared on the scale.
The ratings
All the ratings were made by two of the authors (R.P.S. and G.W.K.B.). Each patient received a rating on a five-point scale of global severity, using Severely Ill, Moderately Ill, Mild Illness, Slight Residual Symptoms, and Recovered as the markers on the scale. The patients were then rated with the two observer rating scales, the assessments and scores being carried out during the same interview; these were the Depression Rating Scale (Hamilton, 1967) score of what is in this paper called the Symp toms of Depression Scale. Scores referring to symptoms of psychic anxiety were likewise extracted from the HAS ; these were the following items : anxious mood, tension, fears, initial and middle insomnia, cognitive dis turbance (memory and concentration) and observed anxious behaviour. The sum of the scores of these items will in this paper be called the Symptoms of Anxiety Scale. These two scales, extracted from the full HRS and HAS will be henceforth referred to by the contrac tions SDS and SAS.
Few of the ratings were undertaken jointly by both psychiatrists, but at an early stage in the research it was established that the inter rater correlations over twenty joint ratings for the HRS and HAS were + 94 and + .@ respectively. (the observer rated depression score) subtracted. In this way a set of scores was obtained for each group, and it was found that there was no significant differencebetween these two sets (F = 0.38). The conclusion was drawn that prior psychiatric rating did not consistently alter the manner in which the patient subse quently rated himself, and accordingly it was considered justifiable to combine data from both â€˜¿ before' and â€˜¿ after' self.raters in the analysis of the data. In no case was there an interval of more than an hour between completion of self.ratings and observer ratings. In all three, women scored higher than men. These items were excluded from further con sideration. None of the items achieved a significant correlation with age, although Item 12 (delayed insomnia) fell just short of significance at the 5 per cent level. It was not excluded.
Scalesfor diagnosed groups
For an item to be included in a scale to measure the severity of either endogenous depression or of anxiety neurosis it must be shown to have a high correlation with an independent measure of the severity of the illness. It must also be shown to be scored highly by patients suffering from the severer degrees of the illness. Furthermore, if the scales are to be used to distinguish endogenous de pression from anxiety neurosis, then for an item to be included in one or the other scale it must be shown that higher scores were obtained by the patients in the relevant diag nostic group.
The data on which the selection of the items for these scales are based are given in Table I .
No item was allotted to the relevant scale unless it achieved a correlation of + . 58 with the severity of illness as determined by global rating, and unless it achieved a higher mean score in patients of the appropriate diagnostic group before treatment (Global rating 4 and 3).
Using these criteria the scales are composed of the following items:
These scales should be referred to as the Leeds Self-Assessment of Depression Specific Scale, The data on which selection ofitems for these scales was made are shown in Table II .
These scales are now composed of the follow ing items: 
(Fearful mood)
These scales should now be referred to as the Leeds Self-Assessment of Depression General 
THE CROSS-VALIDATION Snii@@
This study was designed to confirm the validity of the scales derived in the initial study. In the construction of rating scales it is relatively easy to group the items into scales, and for the original designers to confirm their validity. It is, however, important to know whether other clinicians, whose diagnostic habits may vary slightly from that of the designers, can confirm the original findings, and so whether the scales may be considered to possess universal validity. Accordingly, four other psychiatrists, in addition to the authors, took part in a cross-validation study, having first been informed of the diagnostic scheme followed by the authors and of the markers of the Global Scale. They did not, however, carry out Hamilton observer ratings on their patients, for this requires the establishment of preliminary inter-rater correlations. Accord ingly, in the report on the cross-validation study which follows calculations based on observer ratings were made only from the authors' cases, but all other calculations incorporated the data contributed by the other clinicians.
The Spe4fic Scales
In the cross-validation study the correlations of the two Specific Scales (derived from the criterion study) with the Global ratings of patients suffering from endogenous depression (32 patients) and anxiety neurosis (20 patients) The â€˜¿ diagnostic' scores of these same patients whose Global ratings were 4, 3 or 2 were calculated as in the previous section. The results are shown in the upper part of Fig. i . It can be seen that the cross-validation study tends to confirm the findings of the criterion study, i.e. the means of the two diagnostic groups closely correspond in the two studies, and in both studies roughly equivalent pro portions ofcases fall outside the +4 to â€"¿ 4 limits. It has been shown in this study that the anxiety scale scores have a significant negative correlation with age (see a later section) . Since patients who receive a clinical diagnosis of anxiety neurosis are usually younger than those receiving a diagnosis of endogenous depression, it might be considered that the â€˜¿ diagnostic' scores shown in Fig. i are in fact a reflection of the age difference between the two groups rather than of any genuine difference between the depression and the anxiety scores. To examine this question it was necessary to eliminate the effect of age by an analysis of covariance. The Leeds SAD Specific Scale score minus the Leeds SAA Specific Scale score does in fact differ significantly between the two diagnostic groups of the cross-validation study (F = i6 . 22, p < .0005), but there is also a highly significant difference between the ages of the two diagnostic groups (F = 33 . 3 I, p < .0005) . The analysis of covariance, having eliminated the effect of age, reveals that the difference between the two groups is still significant (F = 626, p < .O@5).
l7ie General Scales Correlations of Leeds General Scale scores with observer ratings of anxiety (SAS) and depression (SDS) were calculated from the data of all patients throughout the range of diagnostic groups considered in this study. There were 3 I sets of ratings. These correlations are:
Observer rated depression (SDS) with Leeds SAD General Scale scores r = +85, p < @oi Observer rated anxiety (SAS) with Leeds SAA General Scale scores r = +@83, p < @oi Scale (or Leeds SAD General Scale) and the Leeds Self.Assessment of Anxiety General Scale (or Leeds SAA General Scale).
The establishment of a â€˜¿ diagnostic' score by the process of subtraction of the Leeds SAA Specific Scale score from the Leeds SAD Specific Scale score of an individual patient may be found to have both research and useful clinical applications; it must be emphasized that the determination of such a diagnostic score is only legitimatewhen the clinical diagnosis lies between endogenous depression and anxiety neurosis.
Other workers have examined the relation between anxiety and depressive symptoms using self-rating scales. Mendels et a! (1972) used a number of self@rating scales in a study of patients undefined by diagnosis and could find little evidence that the clinical dimensions of anxiety and depression (as measured by the scales they used) could be separated from each other; in their review of the literature they pointed out that this was a general difficulty and they considered several explanations.
Derogatis at al (1972) found that the dimen sions of depression and anxiety discriminated poorly between diagnostic groups, although the only two groups which they chose to study were those of anxiety neurosis and depressive neurosis. Downing and Rickels (i@7i@)used a self-rating scale in a group of patients who were classified as â€˜¿ anxiety-depression' but were assigned by their therapists either to anti depressant or anxiolytic medication ; they ques tioned the continued use of such a hybrid diagnostic term but nonetheless found that in their patients there was a considerable ad mixture of depressive and anxiety symptoms. Self-ratingscales are in manyrespects imperfect research instruments, and most ofthose at pres ent in use are capable of ftirther improvement. This study has provided some evidence that patients use self-rating scales thoughtfully, for the depression and anxiety scales that have been derived from the data are composed of the very items which might have been forecast from clinicalexperience.
